44G Lefferts, Paralysis of Abductor Muscles of Glottis. [April 


created a difficulty which is unusual, and which is not alluded to in works 
on this subject. 

In examining the abdomen just before operating I found it everywhere 
resonant, and could detect no tumour by the touch through the abdominal 
wall. The tumour had retreated into the pelvis. My incision, therefore, 
was carried directly down upon the intestines, and called for a greater 
amount of caution to avoid wounding them than is usually required in 
ovariotom}'"; for even after tapping, the adhesions, or the bulk of the cyst- 
wall, generally cause the tumour, at least partially, to retain its old posi¬ 
tion in the abdominal cavity, merely collapsing and diminishing in size. 

This entire retreat of the tumour into the pelvis is, therefore, unusual, 
and can only occur when the cyst has been thoroughly emptied, is of 
moderate size, or has a very thin wall free from adhesions. 

To an experienced and careful surgeon this complication may seem un¬ 
important. To a novice, however, in the operation, who is necessarily 
guided mainly by what he has read upon the subject, and will, therefore, 
expect to see the tumour as soon as the abdominal wall is divided, the 
knowledge that such a complication may be met with is of great value. 
It may save the risk of wounding the intestines, and the embarrassment 
of seeking for a tumour which, before tapping, had distended the abdomen, 
and was only to be found, after a prolonged search, hid in the pelvis. 


Article XVI. 

A Case of Neuropathic Paralysis of the Abhuctor Muscles of the 
Glottis, occurring during Childhood. Tracheotomy Tube worn 
for Thirty-two Years. Dr. Horace Green’s Experiments. Re¬ 
marks. By George M. Lefferts, M.D., Clinical Professor of Laryngo¬ 
scopy and Diseases of the Throat in the College of Physicians and Surgeons, 
N. Y. ; Consulting Laryngoseopic Surgeon to St. Luke’s Hospital, New fork, 
etc. 

I have recently had under my care a case which presented so many in¬ 
teresting features, some hardly reconcilable with our present ideas concern¬ 
ing certain pathological conditions of the larynx, others which overthrow 
important conclusions promulgated in the past, and adopted as facts, and 
some which are, to me at least, new, that 1 judge it to he of sufficient 
clinical value to communicate to others. 

An intelligent Irishwoman, of spare habit and nervous temperament, 
aged forty-four, consulted me as to the question of dispensing with the use 
of a tracheotomy tube, which she was wearing. Her clinical history dated 
back thirty-three years. At this time, she then being ten years of age, 
a heavy cold was contracted, evidently a severe attack of bronchitis and 
laryngitis, which was followed, ere she had fully recovered from its effects, 
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by the formation of two large indurated masses, with acute inflammatory 
symptoms, over the right side of the neck, in the neighbourhood of the 
sterno-cleido-mastoid muscle. They grew rapidly, and finally broke and 
discharged a large amount of sloughy material and tissue, leaving deep 
and extensive scars, which she still hears. 

During the progress of the swellings (glandular) dyspnoea first mani¬ 
fested itself, and so progressively increased that, seven months later, the 
child’s laboured and stridulous breathing attracted common attention, 
especially during the night, and finally became so urgent, the patient mean¬ 
while losing flesh and strength, that tracheotomy was performed in ex¬ 
tremis two months later, tit the Brunswick Street Hospital, Dublin, under 
the care of Drs. Hutton and Adams. 

Six months now elapsing, she was able to leave the Hospital, still, how¬ 
ever, wearing the tube, which she was unable to dispense with, not being 
able to breathe when its opening was occluded by the finger. At the age 
of sixteen she emigrated to America, and two years later, her condition 
being unchanged, she catne under the professional care of Dr. Horace 
Green. 

The interest attaching to the case seems to have attracted his earnest 
attention, and the peculiar conditions existing at the time afforded an 
unusual opportunity, of which he, with his well-known zeal, was not slow 
to avail himself, of verifying certain investigations and conclusions, now 
matters of history, upon which he was then engaged and strongly advo¬ 
cating, as to the possibility of passing an instrument between and below the 
vocal cords. I find in one of his earlier essays, among “a series of proofs, 
that cannot be set aside, to establish most conclusively the positive per¬ 
formance of this operation,” the following reference to this case, which I 
give in his own words:— 

“ I have had recently under my care, a young woman upon whom the operation 
of tracheotomy was performed several years ago. An opening into the trachea, 
just above the top of the sternum, has remained ever since. But the opening 
being quite small, and passing obliquely into the trachea, it is impossible to see 
into this tube. This patient was under my care for chronic pharyngo-laryngeal 
inflammation, for which she was successfully treated by topical medication. 

“ As this appeared to be an excellent case .to prove the practicability of the ope¬ 
ration in question, for the patient breathed much of the time through the larynx, 
1 determined to make the attempt to pass the sponge-probang through the trachea 
to the opening. 

“To prove its presence at this point (for it could not be seen through the small, 
oblique opening) my assistant, Dr. Richards, took a small wire of German silver, 
and passing the bent wire into the opening, snflieient to have it just penetrate 
into the trachea, retained it there, while 1 passed the sponge probang, wet with 
the nitrate of silver solution, quickly down the trachea upon the bent wire. The 
meeting of the sponge with the wire was plainly felt, and, on withdrawing the 
latter, it was blackened by its contact with the caustic. This operation was re¬ 
peated a number of times in the presence of several physicians, and with the 
same result.” 

This account corresponds, in all ifs details, with the story of the patient, 
who adds that the sponge probang, which at first could not be passed, 
owing to the severe laryngeal spasm that it caused, and only succeeding 
after many trials and persistent training, was felt, judging from her sensa¬ 
tions, just at the point indicated by the doctor. In just how far these 
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sensations were reliable, will appear in a moment. During the past 
twenty-six years, that is, since tier arrival in this country, she has entirely 
dispensed with the use ot' the tracheotomy tube on several occasions, and 
for periods varying from one day to, on one occasion, over two weeks, but 
in each instance has become frightened, perhaps needlessly, at the em¬ 
barrassment in respiration, and has replaced it. For months at a time, 
she has worn a plug in the tube during the day, and suffered no inconveni¬ 
ence, except when excited or undergoing unusual exertion, or when the 
desire for air became imperative, and necessitated its removal. Xeither 
voice nor respiration, the tube being closed, have been or are such as to 
attract attention, and no examination of the larynx ever having been 
made, even since the date of the introduction of the laryngoscope into the 
diagnostic armamentarium (until my own), the use of a tracheal tube has, 
on more than one occasion, been deemed unnecessary, and a plastic ope¬ 
ration proposed to close the wound in the trachea, but always declined by 
the patient, who, notwithstanding her desire to rid herself of it, had often 
learned from experience its necessity, and refused to submit to the theo¬ 
retical dictum of the doctors in the matter. 

Of late years she lias passed from medical notice; has worn her tube 
uncomplainingly and constantly, gradually reducing its size, as the con¬ 
traction of the cicatrized edges of the wound demanded, and led an active 
and even laborious life, until she came to me, asking the question with 
which this history opens. 

My first impulse as the patient sat before me, breathing and speaking 
quietly, her hand and linger raised to her neck, as she closed the opening 
of the small tube, alone showing me that she wore one, was to agree 
with those who had recommended its removal. A glance at the condition 
of the larynx as revealed in the laryngoscopic mirror, however, proved its 
utility and permanent necessity. In an otherwise perfectly normal larynx, 
all proper physiological movement of the vocal cords was in abeyance, for, 
fixed and immovable in the median line of the larynx, a narrow chink alone 
representing the rima glottidis remained between them and was unaltered 
by inspiratory effort ; the vocal cords at this time flattening somewhat, 
but not being abducted one from the other, in the slightest degree. 

During phonatory effort adduction, as far as space permitted, took place, 
but feebly, and the column of air found its way through the narrow 
opening between the cords just alluded to, and threw their free edges into 
vibration in a manner, though not normal, yet sufficiently perfect to pro¬ 
duce a clear voice of some force, but one, if its manner of production he 
closely studied, attended at times by forced expiration especially after pro¬ 
longed speaking, giving it a somewhat spasmodic character. The tracheal 
wound is located at about the fourth to fifth ring, is small, surrounded by 
dense cicatricial tissue, and passes obliquely to the left, into the trachea. 
The surrounding parts have been displaced by cicatricial contraction. 
The silver tube which she now wears is the size of the smallest of the series 
of hard rubber tubes (7 nnn.), is single, and not more than one inch in 
length, slightly curved ; it does not, therefore, reach more than a short 
distance into the trachea. 

The other physical conditions have been alluded to elsewhere, and need 
not be repeated here. 

My opinion, based upon a careful study and examination of the case, was 
that she must continue to wear the tube ; that its use could not be dis¬ 
pensed with without danger, and that the laryngeal conditions were irre- 
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mediable. I have seen the case many times since my first examination, 
but have found no reason to change my views. 

Remarks .—I have alluded to the case as possessing some unusual and 
peculiar features ; among these I include the length of time that a tube 
has been worn, and this without local irritation or trouble to the patient; 
a fact which goes to refute some of the statements made by Petel, Carrie, 
Korte, and others, as to the dangers incurred by the prolonged presence 
of a tube within the trachea. Again, the excellent character of the voice 
is unusual; for, though experience has amply proven that, curiously enough 
the voice is but little affected in the disease under consideration, it is 
seldom that it presents such almost complete immunity from change as in 
this instance, the flow of speech being alone occasionally interrupted by a 
slightly stridulous inspiration. Still further, instead of “ laboured, noisy, 
and difficult inspiration with frequent urgent dyspnoea,” and “ great stridor 
in sleep”—the characteristic symptoms of the disease—our patient goes 
calmly about with her tube closed, even dispenses with it for a time, and 
thus refutes both theory and common experience by fact. 

As to the nature of the primary lesion and its modus operands in pro¬ 
ducing the laryngeal conditions heretofore described, I think there can 
be no doubt. I explain the sequence of events thus : the deep-seated 
glandular inflammation with subsequent sloughing, which she describes 
as occurring during her childhood, and of which' she still bears the marks, 
implicated directly the right recurrent laryngeal nerve which lay within 
its area, and possibly the pneuinogastric likewise, thus causing paralysis 
of the right lateral crico-arytenoid muscle, through involvement of cer¬ 
tain fibres of the former nerve supplying this muscle, as is primarily the 
rule when the nerve trunk is but partially implicated, this assertion being 
based upon the well-know fact that the conducting function of a nerve is 
partially or entirely destroyed by pressure, even though this pressure be 
not followed by atrophy or destruction of the nerve substance. 

Paralysis of one muscle being thus directly established, the involvement 
of its fellow upon the opposite side of the larynx, followed by reflex action 
or paralysis, as suggested as possible by Johnston, and exemplified in his 
published case, as well as in those of Baumler and Cohen, proves, as well 
as these cases, that a bilateral paralysis of the vocal cords may exist wtih 
pressure upon one side only. Such cases, it is true, are infrequent, but 
these here alluded to are sufficient to sustain my point. 

The condition of the larynx thus produced in childhood, the period 
being corroborated by the facts of her clinical history, has continued un¬ 
changed throughout years, and exists to-day. If my view of its causation, 
its date, and my diagnosis of the fact of the laryngeal paralysis existing 
as described be accepted as true, the interesting question then arises, did 
Dr. Green ever pass a sponge probang between this woman’s vocal cords? 
if not, one of the best and strongest, apparently one of the most convine- 
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ing of the examples brought forward by him in support of his assertions, 
falls to the ground valueless. I maintain that it was physically impossi¬ 
ble to do so in this case, for, aside from the difficulty, well known to all 
laryngoscopic experts, of passing any instrument, even the most delicate, 
between and below the vocal cords, even with the immense aid afforded 
by the use of the laryngoscope, an assistance which Dr. Green did not 
possess, the paralyzed vocal cords fixed in the median line formed here 
an impassable and elastic barrier which was only rendered still more 
resistant by direct pressure. But the patient tells us that she felt the 
sponge in the trachea. Are her sensations reliable ? To satisfy myself 
and to answer this question I performed the following two experiments, 
after obtaining her permission to do so : I passed a small laryngeal brush 
(much smaller and by far less clumsy than the old-fashioned sponge pro¬ 
bang) into her larynx, guided by its reflection in the laryngeal mirror, so 
that there was no question as to its entrance into that cavity. At first, 
firmly grasped by the contraction of the laryngeal walls, the spasm finally 
gave way, and the brush passed onwards to the vocal cords, where it 
was firmly arrested, and the strongest pressure allowable failed to cause 
them to give way in the slightest degree before it. Spasm, choking, 
and retching following, it was withdrawn. On questioning the patient, 
she affirmed that the brush had passed into her windpipe, had gone as 
far as it ever had in Dr. Green’s hands, and located the limit of its excur¬ 
sion at a point just above her tube. A second attempt after the lapse of 
half an hour brought forth the same results, the difficulty of introducing 
the brush, even with the guidance of the mirror, being greater on account 
of spasm, and, though greater pressure was exerted on this occasion, the 
barrier offered by the tightly closed vocal cords did not give way, and, 
though the brush in point of fact penetrated, pressing the elastic vocal 
cords before it, somewhat deeper than on the first occasion, the patient 
informed me that I had not gone as far down as in the first attempt. 
Her own testimony then, judging from these examples of it, can hardly 
be regarded as trustworthy. Finally, Dr. Green tells us that the wire 
introduced through the tracheal wound was discoloured by the silver nitrate, 
and that therefore the sponge charged with it must have touched it. But is 
it not possible that the soaked sponge when pressed tightly down upon 
the vocal cords, and pressed upon likewise by the contracted laryngeal 
walls, should discharge enough of its contents to pass bctw r een the cords 
and run down the tracheal walls until the wire probe was reached? It 
seems so to me, but I present the fact with the others that I have detailed 
for the consideration and judgment of those who with me may be inter¬ 
ested in this unusual case. 



